Prevalence of childhood obesity has increased rapidly in Malaysia in recent years (1,2) as in 2 much of the rest of the world (3,4). While prevention strategies for obesity are paramount, 3 systematic reviews have concluded that most preventive interventions have had limited 4 impact (5,6). Childhood obesity has a large number of short and long-term co-morbidities (7), 5 and there is an ever-greater need to offer weight management interventions (8). In addition, 6 successful treatment of childhood obesity might be useful as secondary prevention, by 7 reducing the impact of childhood obesity on obesity and its co-morbidities later in life (8). Despite the importance of treatment interventions for childhood obesity, recent systematic 10 reviews have found almost no evidence on treatment interventions outside the developed 11 world (9-11). Specifically, the recent Cochrane review (9) found no eligible randomised 12 controlled trials (RCT) of treatment interventions from the developing world, with the 13 exception of one single study from China. As a result, the generalisability of the existing 14 evidence base on treatment of childhood obesity to much of the world is questionable. The 15 primary aim of the present study was therefore to test the hypothesis that a 'good practice' 16 intervention for the treatment of childhood obesity in Kuala Lumpur, Malaysia, would have a 17 greater effect on primary and secondary outcomes than allocation to a control group. change, a successful approach in some studies (9,15), and because group sessions were 15 less expensive . The first four sessions were held every 2 weeks and the next four every 16 month for 4 months There were four groups, each consisting of thirteen parents (52 parents
The intervention is described here as a 'good practice' intervention because it was parent-22 centred (13, 14, 17) , focused on changing the behaviors recommended in recent evidence 23 based management guidelines (11, (18) (19) (20) (21) for the treatment of childhood obesity (sedentary behavior, particularly TV viewing; diet, using a modified version of the 'traffic light diet' 1 system (13, 14; and physical activity (11, 18-21) , and used a variety of behavior change 2 techniques which are grounded in models of behavior change, particularly the trans-3 theoretical model and social cognitive theory (13, 14, 17) . These behavior change techniques 4 were applied to all three of the targeted behaviors during parent-only intervention sessions, 5 and consisted of: exploration of the pros and cons of changes in diet, physical activity, and 6 sedentary behavior; exploration of motivation to change diet, physical activity, and 7 sedentary behavior; self monitoring of sedentary behavior (recording of screen time in 8 diaries), diet, and physical activity (recording of walking, sport, and physically active 9 play in a diary); identifying the main barriers to behavior change and problem solving in 10 relation to these barriers; goal setting in relation to diet, physical activity, and sedentary 11 behavior and behavioral contracting; use of appropriate rewards for achieving diet goals, 12 physical activity goals, and sedentary behavior goals; relapse prevention.
14
During the eight intervention sessions directed at parents, participating children attended a 15 physical activity session led by an exercise instructor (RA).
17

Control group
18
Children who were allocated randomly to the control group did not receive treatment until at 19 least 6 months had elapsed, after the study had ended.
20
Outcome measures and blinding 1 Outcome measures were made at baseline and again at 6 months (25-27 weeks) after the start of the 2 intervention by the same trained researcher (SWW) who was blinded to group allocation and was not 3 involved in delivery of the treatment program. In the absence of Malaysian reference data for BMI 4
for age, the primary study outcome measure was BMI z-score calculated relative to US CDC 2000 5 BMI for age reference data (12, see also www.cdc.gov/growthcharts). Weight was measured to 6 0.1kg in light indoor clothing with children not wearing shoes, and height was measured to 0.1cm 7 with a portable stadiometer (Leicester Height Measure, SECA, UK) and children not wearing shoes. empirically determined cut-off points based on previous pediatric validation studies (23, 26) .
Health-related Quality of Life (QoL) of participating children was assessed by using the 1 validated Pediatric Quality of Life Inventory ('PedsQL') 4.0 Generic Core Scales (27). The 2 Peds QL scales produce a Physical Health Summary Score (the total of the physical 3 functioning subscale) and a Psychosocial Health Summary Scale (from the emotional, social 4 and school functioning subscales) which add to give a Total Score. Both the participating 5 parents and children were asked to complete the Peds QL, providing separate parent and child 6 perspectives since these can be quite different and both are important (28). The present study was powered using BMI data from the Scottish Childhood Obesity (intervention versus control) was examined using independent sample t-tests. The analysis 21 used all children for whom data were available on the basis of the group they were allocated 22 regardless of their adherence to the protocol (i.e. attendance). A pre-planned secondary 23 analysis was also conducted using the 'per-protocol' approach (13) and involved participants who attended at least 75% of scheduled sessions (> 6/8 sessions) defined as 'completers'; 1 participants with <6 of the 8 sessions attended are referred to as 'non completers' .The 2 planned per protocol analysis was performed for BMI z-score and weight for the completers 3 in order to test whether adherence to the treatment programme (as indicated by attendance, a 4 proxy measure of adherence) had any greater impact on these outcomes. patients (9,13). In the present study 9/34 children in the treatment group maintained or lost 21 weight over the 6-month period, 0/45 children in the waiting list control group did so. Recent childhood obesity treatment RCT 's which involved longer term follow up provided 23 some encouragement that treatment interventions which achieve modest improvements in BMI z score over 6-12 months might lead to improvements in weight status which are 1 sustained for longer periods (32,33).
3
The present study was designed as a relatively low intensity (8 hour) intervention in order 4 that it would be generalisable. Higher intensity childhood obesity treatment interventions 5 usually have more marked effects on body weight status and other outcomes (9,16,34), but 6 the higher the intensity of the intervention the less likely it is to be generalisable. Levels of objectively measured physical activity of participating children were very low in 9 the present study, with children typically spending only around 7 minutes/day in MVPA.
10
Levels of objectively measured sedentary behavior (defined as no movement of the trunk; No differences between the two groups significant at baseline +33 (133) +16 ( 
